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After the Paris Congress, in September, 
1959, I went to London and spent a few 
weeks attending antenatal and postnatal 
clinics at the University College Hospital 
It was there that I first heard of the psycho-
prophylactic method of painless childbirth 
practised in Paris by Dr. Pierre Velley, 
disciple of the well-known Dr, Fernanri 
Lamaze. On my return to Paris in 
November, I was fortunate in being able 
to spend a month attending all the 
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available lectures. The day clinics are con-
ducted by monitors with an excellent know-
ledge of psychology—one was a Russian 
woman doctor unable to practise in Paris 
In eight sessions, started in the last couple 
of months of pregnancy, the expectant 
mothers are trained in the theory and prac-
tice of the method. On two evenings a 
week, the dynamic and enthusiastic Dr. 
Velley himself gives talks to both husbands 
and wives. The course also includes visits 
to the labour ward where the patients are 
encouraged to talk to women in labour, and 
PSYCHOPROPHYLACTIC METHOD OF PAINLESS CHILDBIRTH 73 
to those who have recently been delivered. 
At the end of the course the husbands and 
wives attend an excellent film of a natural 
childbirth. 
Before going to hospital the women are 
asked to shave themselves and to have an 
enema or use a suppository. The husband, 
who is considered an important member of 
the well-organized team, is allowed at the 
hospital to give moral support to his wife 
even during delivery. 
Drugs are rarely used in normal labour 
as they are said to "interfere with the 
brain's equilibrium". Reinforced by her 
mental and physical training, and 
encouraged by those around her, the mother 
controls and directs her own labour. When 
the cervix is about three fingers dilated, the 
membranes are artificially ruptured, if this 
has not already occurred. This shortens 
labour, but the mother has to be careful 
to adapt herself to the stronger uterine 
contractions. The monitor arrives to 
encourage her in her relaxation and 
breathing techniques. She administers 
such comforts as sacral massage, wet com-
presses or eau de cologne to the forehead 
if the patient is over-heated, sips of water to 
prevent dehydration, a lemon to suck if her 
mouth is dry, she sees that there is no 
discomfort due to a full bladder, and she 
holds the mask when oxygen is given 
between expulsive efforts. An intravenous 
injection of glucose is prescribed at the 
beginning of the second stage if the patient is 
too exhausted for the great muscular effort 
involved. 
To see a mother bring her baby into the 
world by this method, and rewarded for 
her great physical efforts, mental discipline 
and control, is a wonderful experience. 
I saw Dr. Velley deliver one mother—a 
never to be forgotten experience. To watch 
him encouraging and guiding her in her 
final stage made me think of a conductor 
directing a soloist during a difficult musical 
passage: "Inspires . . . souffiez . . . inspirez 
. . . bloquez . . . poussez . . . poussez . . . 
encore . . . bien . . . excellent. Ne poussez 
plus, Madame . . . souffiez.*' 
On one occasion the husband was busy 
filming the birth, and the happy event was 
rounded off by the appearance of an iced 
bucket of champagne. We were all asked 
to have a drink to celebrate the joyous 
event. 
Now let us see how this training starts. 
PRELIMINARY TRAINING 
A preliminary talk is given about the 
third month on the anatomy and physiology 
of pregnancy and labour. This is followed 
by a few exercises. The class is always 
given an explanation for everything that 
is taught. 
Exercises: To increase portal circulation which 
is impeded by weight of growing uterus: patient 
lying supine with pillows under head and knees. 
1 Breathe in, with alternate knee flexion to 
900, and abduction, pressing out as far as 
possible with hand on inside of knee. 
Breathe out returning to original position. 
2 External and internal rotation of legs 
(slowly), breathing in and out. 
3. Breathe in, raise leg a little, swing it out 
sideways as far as possible. Breathe cut 
returning. 
Emphasis is given to the importance of 
posture, foot exercises, tailor and squatting 
positions, and strict adherence to diet 
advised by doctor. 
The following eight lectures are started 
in Paris at about the thirtieth week of preg-
nancy, and are given once a week. Not 
more than ten days are allowed to elapse 
between classes, so that if a patient is 
overdue she is advised to continue 
attending. 
Lecture 1 
A simple talk is given to show how the 
psychoprophylactic method of preparation 
for childbirth is based on Pavlov's theories 
—mainly on the thesis that by means of 
conditioned reflexes an external agent can 
influence an internal organ. A dog salivates 
on seeing meat and pricks his ears at the 
sound of a bell If he gets both excitations 
simultaneously over a period, his ears will 
no longer rise, and eventually he will 
salivate on hearing the bell alone. So an 
external agent—the bell—has affected an 
internal organ—the salivary gland; a new 
pathway has been formed in the brain 
joining two points of irradiation. After a 
while this new conditioned reflex will dis-
appear if meat does not follow the bell, 
and only the ears will rise at the sound of 
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the bell; but if the experiment is repeated 
the reflex will be quickly restored. This we 
could call memory. 
The central nervous system and the 
sympathetic nervous system are therefore 
interrelated with the brain as the governing 
force. 
Aural excitation can stimulate our reflex 
paths. Talk of a lemon will make us 
salivate. Words are the keynote of this 
training—hence the term "verbal anal-
gesia". By the spoken word we can build 
up conditioned reflexes: we can also destroy 
them, but they can easily be restored. We 
can also build up new conditioned reflexes, 
and that is precisely what is done by this 
method. 
Labour is always spoken of as pain; 
what a woman hears and reads about labour 
establishes conditioned reflexes so that even 
mild uterine contractions are interpreted as 
pains. 
Fears, emotions and fatigue play an 
important role in our appreciation of 
internal and external stimulants. The 
threshold of perception varies in different 
individuals, but there is also a marked 
variation in the same individual, related 
to the brain's activity. At night a tooth-
ache is much more painful than during 
the day when one is engaged in some 
interesting occupation. 
The woman is told that in the lessons 
to follow she will be taught new conditioned 
reflexes such as breathing and relaxation, 
which will be helpful in raising the brain's 
activity so that her contractions do not 
reach the pain threshold. She will not think 
of labour in terms of pain. Ignorance and 
superstition will be replaced by knowledge, 
and she will set up a positive barrier 
against conversation detrimental to hei 
training. She will feel secure in the fact 
that medical science has progressed and 
that her obstetrician will keep her informed 
of her progress during both pregnancy and 
labour. A woman is a rational being, and 
a well-trained woman will understand and 
accept more readily the need for surgical 
intervention and the use of anaesthetics 
that they will be a signal to carry out what 
and drugs if they are necessary. She is 
told that she will feel her contractions, but 
she has been taught. She must practise 
every day, as natural childbirth does not 
mean labour without effort, and requires 
intense mental control and physical disci-
pline. She will be able only by practice 
and knowledge to direct and control her 
own labour and enjoy the greatest of 
rewards, the fulfilment of her role as a 
woman. 
Lecture 2 
The second lecture deals with the 
anatomical and physiological relationship 
between breathing, pregnancy and delivery. 
During pregnancy extra oxygen is neces-
sary not only for the child but also because 
the increased body weight gives muscles 
and internal organs more work. During 
labour a constant supply of oxygen is of 
vital importance to the nervous system— 
particularly the brain, which analyses, 
directs and controls, and to the uterus with 
its strong contractions.1 During delivery, 
great muscular effort requires even greater 
utilization of oxygen, and oxygen is given 
in intervals of rest. 
The mechanism of breathing is explained, 
and by means of a chart it is shown how 
the diaphragm presses on the fundus of 
the uterus during inspiration. Expiration 
is a passive act: the diaphragm relaxes as 
the thoracic cage collapses until the pres-
sure inside and outside the lungs is equal. 
Forced expiration which expels supplemen-
tary or expiratory reserve air brings the 
abdominal muscles into action and tilts the 
pelvis backwards and upwards. 
Exercises are given in three counts. 
i. Inspire deeply through nose. 
2, Expire: Passive stage—mouth open. 
3 Expire: Active stage—using abdominal 
muscles. 
Imagine a candle two feet away; blow on it 
without putting it out. 
To be done three times a day. Do not overdo 
inspiration or expiration. 
Analysis: Breathe in . . diaphragm . . . vertical 
compression. Breathe out . . . abdominal muscles 
. . . collapse of ribs . . lateral compression of 
uterus and elevation of pelvis. 
This exercise is said to improve chest 
expansion, diaphragmatic control and the 
tone of abdominal muscles and will train the 
1 To avoid possible misunderstanding, it should be noted 
that a woman in labour, not over-sedated, and with normal 
lungs, will not develop significant anoxia whilst breathing 
air —EDITOR 
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mother for more efficient and powerful 
efforts during delivery. It also helps her 
posture and feeling of wellbeing. 
Lecture 3 
Foetal Movements and Uterine Contractions 
It is beneficial for the pregnant woman 
to study the movements of the foetus and 
to analyse the Braxton Hicks contractions 
taking place during pregnancy. In this way 
she becomes aware of the position and 
anatomy of her uterus. She practises her 
breathing exercises during these contrac-
tions. Her hands can feel the hardening 
of the uterus—the way it starts, develops 
and fades away. When labour starts, she 
knows that the contractions will be regular 
and intense enough to send a message to 
the brain. 
Neuromuscular Control 
A motor order leaves the brain and is 
transmitted to a muscle; when this is with-
drawn the muscle stops working. Muscular 
relaxation is an active phenomenon as far 
as the brain is concerned. A doctor I know 
suggested the excellent term "positive 
inactivity". Anyone can relax on the beach 
in the sunshine or during class, but when 
the first stage of labour progresses, control 
is difficult. The untrained woman will 
automatically tense, using up valuable 
oxygen, which results in uterine cramps 
and fatigue. The brain's potential is 
lowered by the shock and pain, the cervix 
becomes rigid, and hormones do not work 
properly. This causes a vicious cycle, 
greater tension, increased pain and longer 
labour which may lead to foetal distress. 
In this way, a normal labour may become 
abnormal. 
Exercises. 
Lying supine—two pillows for head and under 
knees. Commands are : tense whole body . . . 
relax . . . breathe deeply in and out. Relaxation 
is repeated after each exercise. 
(a) Tense arms, test legs. 
(b) Tense legs, test arms. 
(c) Tense left arm, left leg. Test opposite side. 
(d) Tense right arm, right leg. 
(e) Tense right arm, left leg. Test relaxed 
limbs. 
(/) Tense left arm, right leg, 
Helen Heardman's relaxation exercise on the 
side^ is an excellent preliminary to this, with 
special emphasis on pelvic floor muscles. 
Revision of previous exercises and forced 
expiration, and testing of neuromuscular control 
are to be supervised by her husband each evening 
until the end of pregnancy, 
Lecture 4 
The subject is the mechanism of labour, 
which will not be discussed here. 
Lecture 5 
First Stage of Labour 
The preliminary signs of labour are 
again described. 
Charts are used to show the taking up 
of the cervix and its dilatation, the increas-
ing length and intensity of the contractions 
and the decreasing intervals of rest. The 
duration of labour is variable, but it is 
lessened when rest periods are taken into 
account. In labour the first strong con-
tractions are felt more acutely than the 
later ones after the woman has had the 
opportunity to adjust herself: this is 
especially noticeable at night when the 
brain's activity is lowered. We have all 
experienced putting one foot into a very 
hot bath; it takes a while before the burn-
ing sensation disappears, and the other foot 
also has to adapt itself before it, too, can 
become immersed. 
Emphasis is placed on the importance of 
rest and sleep if labour begins at night 
Labour takes many hours, and lack of sleep 
reduces the brain's efficiency and induces 
muscular fatigue. In the daytime a woman 
can carry on with her housework till she 
goes to hospital, where, if she is still in 
early labour, she can carry on with knit-
ting or sewing. When her contractions are 
strong she should He down and use her 
rest periods well, taking a few deep breaths 
to increase her oxygen supply, frequent 
sips of water to prevent dehydration, and 
emptying her bladder at intervals to pre-
vent any discomfort due to pressure on 
the uterus. 
A breathing guide (Figure i ) is used to 
demonstrate: 
(a) The slow, deep, intercostal breathing 
in the early stage; 
(ft) Accelerated breathing, used as con-
tractions become stronger; 
(c) Quick, shallow breathing used from 
about one-half to three-fifths dilata-
tion, 
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Methods (&) and (c) are used with 
neuromuscular control plus slow effleurage 
over abdomen or thighs, or sacral pressure, 
according to the woman's wish. 
Quick, shallow breathing is difficult to 
learn. It must be started when the lungs 
are neither too empty nor too full, that is, 
at the end of the passive stage of breathing 
learnt in the forced expiration exercise. 
It must be rhythmical, and practised slowly 
at first for a period of 15 seconds, increas-
ing the time and speed gradually. It must 
BREATHING GUIDE t 
dunna Jaipur. 
FIGURE I ; Broken lines represent contractions, 
continuous lines respirations 1, Slow deep inter-
costal breathing, 2, Accelerated shallow breathing 
plus relaxation. 3, Accelerated to quick shallow 
breathing at apex and neuromuscular control plus 
effleurage or sacral pressure. 4, Transition: quick 
shallow breathing with blowing out at intervals. 
5, Second stage. Hold breath, bear down ("push") 
and relax pelvic floor. 6, Panting on command 
"Don't push l" 
be silent, with mouth, throat and shoulders 
relaxed, and with very little movement of 
the diaphragm, so that there is no pressure 
on the uterus. It is preferable to use nasal 
breathing to prevent dryness. At the end 
of each contraction three deep breaths are 
taken, and then three or more as required 
in rest intervals. The breathing is always 
quickest at the apex of a contraction and 
slows down gradually as contraction fades 
away. 
These conditioned reflexes require great 
cortical activity and thus prevent the con-
traction from reaching the pain cortex. 
Analgesics make it very difficult for a 
woman to control her reactions, for she 
becomes so drowsy that a contraction has 
often reached its peak before she is aware 
of it and so it becomes painful. She must 
learn never to "chase" a contraction. As 
soon as she feels one coming it is the signal 
for her to start immediately: relaxation, 
effleurage or sacral pressures, and breathing. 
At the difficult transition period where 
there is a tug-of-war between the incom-
pletely dilated cervix and the pressure of 
the head bearing down, she does quick, 
shallow breathing interspersed with a blow 
as the head presses down. Panting is used 
when she gets the desire to push until she 
is told her cervix is fully dilated. 
Each day exercises in breathing are 
practised standing, sitting, lying on back 
and sides—with effleurage and sacral pres-
sures. At the end of the lecture the 
breathing guide is copied up to the end of 
first stage by the class. 
Lecture 6 
The second stage is the most interesting 
and satisfactory part of labour* 
The breathing chart (Figure 1) is used 
to show the importance of the diaphragm 
and abdominal muscles in helping the con-
tracting uterus. As the woman has prac-
tised forced expiration, she will know to 
use her abdominal muscles correctly. 
Exercises 
Lying with cushion under head, legs raised, 
knees relaxed outward. 
Breathing commands a re : contraction coming 
. . . breathe in . . . breathe out well . , . breathe 
in quickly, mouth open (using diaphragm) . . . 
hold , . . push (making movement of raising head 
and blowing, but not letting air out) (30 seconds). 
Breathe out . . . breathe in (mouth open) . . . 
hold . . . push (30 seconds) . . breathe out. 
Relax completely. Breathe deeply, using 
imaginary oxygen mask. 
Position during pushing: legs flexed and widely 
apart, absolutely relaxed; hands under flexed 
knees as head and shoulders are raised forwards; 
elbows at shoulder level and pectorals and throat 
muscles relaxed Do not let head fall back when 
breathing out and during contraction. 
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The next exercise is how not to push for the 
delivery of the head. This is taught on the 
back in Paris where delivery is in the lithotomy 
position; here I teach it on the side as well to 
meet local practice in regard to the position ot 
delivery. 
An exercise is given: Push as if having a 
bowel action . . . relax . . . repeat two or three 
times. Then push gently as if bearing down and 
notice the difference. She must not push down 
on the bowel during labour, and repetition of 
these exercises done daily will instruct her in 
the right way to push. She is also told to 
analyse the difference between pushing as # if 
emptying the bladder, and her exercise of bearing 
down. 
Exercises on relaxation and contraction of 
pelvic floor are stressed, so that she will learn 
to keep the perineum completely relaxed. 
Exercises are to be practised daily. But push 
gently! 
The breathing guide is completed by 
everyone. Practical training is now finished. 
Lecture 7 
To understand clearly how it is possible 
to have childbirth without pain it is impor-
tant to understand the mechanism of the 
brain and how it controls the whole body. 
We depend on it for mobility, for sensa-
tions such as heat and cold. Our sense 
organs, particularly the eyes and ears, keep 
us in contact with the world around us, 
Nervous impulses both internal and 
external are continually reaching the brain 
by means of the spinal cord. Thanks to 
Pavlov, we now know that our internal 
organs, the heart, intestines, lungs and 
uterus, for example, are under its 
dominance. 
A chart is used to show how nerves from 
all parts of the body ascend the spinal cord 
and communicate with the brain, which in 
turn sends out its orders by similar 
channels. Every voluntary action corres-
ponds to a focus of excitation in the brain 
which tends to irradiate, but is kept in 
check by an area of inhibition surrounding 
it which is inversely proportional to this 
zone of activity. If you pick up an object 
certain muscles come into play. Perfect 
coordination of movement is due to this 
focus of activity being held in check by 
this braking phenomenon. For example, 
if you are reading an interesting book you 
do not hear the conversation of those 
around you; a soldier in the heat of action 
may not feel his wound till the battle is 
over. The internal organs send stimuli to 
the brain, but these are not normally percep-
tible. If, however, through shock, extreme 
fatigue or fear the brain's potential is 
lowered, these impulses break through and 
are registered as gastric cramps, palpita-
tions and so on. 
During labour the untrained woman 
thinks of her first mild contractions as 
"pains". They have always been called 
pains. Owing to ignorance she has not 
built a barrier against the traumatic effects 
of what she has heard and read about 
labour ever since childhood. The inhibiting 
power of her brain is low and even early 
contractions are registered as pain. As 
these become more intense her pain 
threshold is reduced still further, creating 
a vicious cycle of increased pain and dis-
tress. To the trained woman, however, 
uterine contractions are due to muscular 
efforts of the uterus and are a signal for 
cortical activity. The stronger the con-
tractions, the greater the mental activity 
required to generate a strong area of 
inhibition which will prevent internal 
stimuli from reaching the pain cortex. At 
the end of this lecture, breathing for the 
various stages of labour is checked, and 
if time is available relaxation is tested. The 
importance of practice is again stressed. 
Lecture 8 
The final lecture is a revision of all that 
has been taught, with a special word of 
advice to multiparous women not to let the 
old bad associations of labour break 
through. 
The culmination of the training is the 
excellent film on natural childbirth and a 
visit to the labour wards. 
RESULTS 
The success of this method is shown by 
the following statistics taken from Dr. 
Isidore Bonstein's book The Psychoprophy-
lactic Preparation for Painless Childbirth 
(1958). 
From March 28, 1952, to March 31, 
1957, Dr. Lamaze's Maternity Hospital in 
Paris had 7,142 confinements. Seven thou-
sand and twenty-six women were appro-
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priately prepared and delivered with the 
following results, 
Outcome Number of Patients 
Excellent 1,267 (18%) 
Very good 1,729 (25%) 
Good 1,612 (23%) 
Fair 1,210 (17%) 
Tolerable 868X12%) 
Failures 340 (5%) 
It is too early to have any statistics of 
results here, but I have some interesting 
statistics from Dr. K, Cullen of Busselton, 
Western Australia, 
"These figures are conservative, and are 
taken from the Midwifery Section of the 
Busselton District Hospital. 
"In 1958, during which time there was 
no antenatal training given at all, approxi-
mately 90% of primiparas, and 70% of 
multiparas, received analgesics during their 
labour. By analgesics, we refer to either 
nitrous oxide, pethedine, or both. 
"In 1959-1960, 14% of primiparas, and 
13% of multiparas, received analgesics. 
These figures include untrained patients 
(approximately 50% of total), many of 
whom the nursing staff were able to 
manage without analgesics, despite the 
patients' lack of training." 
Dr. Cullen's wife is a physiotherapist. 
They have been using a modified version 
of Lamaze's method at Busselton for the 
last two years; prior to this they had used 
a combination of the methods of Grantley 
Dick Read and Helen Heardman with fair 
success. Her advice1 has been a constructive 
help to me, in that I realize now the immense 
importance of having at least one hospital 
interested enough to practise this method 
along the lines of the hospital at Busselton 
and those I saw overseas. 
CONCLUSION 
Since my return from overseas, I have 
tried to introduce the Lamaze method, but 
ideal conditions are not yet available as 
full cooperation and teamwork and a 
thorough understanding of the method are 
required by all concerned. 
1 See page 79. 
The mothers are enthusiastic; a number 
have had painless births using neither 
drugs nor gas. The subjects with partial 
success are anxious to do better next time. 
It is interesting to read their letters; most 
of them write and some come to encourage 
the women who are training. The few 
who failed outright did so because of 
obstetrical difficulties, insufficient training 
or lack of practice, combined, too, with 
lack of knowledge of the method on the 
part of the hospital staff. Being left alone 
as labour progresses is another factor 
leading to failure, and in our busy labour 
wards a well-trained husband is invaluable. 
In private practice it is not easy 01 
practicable to attend all labours personally, 
but Dr. Cullen's statistics indicate that 
success can be achieved by nurses familiar 
with the method. 
Thanks to the excellent behaviour of 
most of my patients, more and more doctors 
and sisters are becoming interested. 
Generally speaking the labour ward sisters 
have been most cooperative and helpful, 
allowing husbands in for the first stage, 
giving no drugs or only small doses when 
labour is normal, and allowing the use of 
oxygen in the second stage. 
One of my patients has been most 
enthusiastic and is anxious to start a 
Mothers' Club on the lines of the one in 
Paris, its aims being to educate the public 
generally and to spread the method she 
found so successful and rewarding. 
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